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Abstract
Background: Connecting healthcare clinics and community resources can improve the health
of patients. It is shown that this type of linkage is an effective approach to addressing health
concerns and to potentially prevent long-term health issues,
Purpose: The purpose of the DNP project is to promote and provide a clinical-community
linkage at a local specialty clinic to determine if the providers find that offering community
resources to patients increases their perception of quality of care provided.
Methods: Utilizing a guideline set forth by the CDC, providers within a specialty clinic were
provided with a pre-test to determine if their current knowledge and expectations of providing
community resources to their patients, educated about local resources through a community
leader, and presented with a referral system through an easy-to-use resource card. Providers
were then provided post-surveys to determine their perception of the project and if they felt it
was effective.
Results: Key results showed that 83.3% reported they did not know about community
resources before the project, and that 50% of the providers believed this project would
increase their workload. During the post-test, 100% of providers believed that they learned
about resources, stated it did not increase their workload in any way, and that the project
provided the sense of better-quality care provided to patients.
Conclusion: This project helped to stress the importance of linking clinics to community
resources in order to assist their patients with all aspects of their overall health.
Keywords: community resources, clinics, linkages, providers
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A Clinical and Community Linkage Benefiting Patients with Chronic Conditions
Healthcare providers often do not offer community resources as solutions to problems
that affect those who are at high risk for chronic conditions, such as those who may live
within poverty guidelines. In a clinical setting, healthcare workers caring for patients with
chronic medical conditions may feel as if they are not providing the best care possible,
especially when patients appear non-compliant. There are often valid reasons why a patient
might be noncompliant with a treatment regimen. While there are some who choose to not
actively participate in their treatment, there are others who are driven by fear, high costs,
confusion, depression, and lack of resources for being non-compliant or not creating the
necessary lifestyle changes (Richmond, 2021).
According to Richmond (2021), high cost is one of the main reasons for
noncompliance. More than one out of ten people were uninsured during 2019 and there is a
belief that this number has increased during the pandemic (Richmond, 2021). The lack of
funds means that many patients will not be able to sustain lifestyle changes and medication
compliance. Many of these patients will likely not disclose they are unable to afford
medication or what is needed for lifestyle changes, which can lead to depression (Richmond,
2021).
In this Doctor of Nursing Practice (DNP) project, the primary research question asks
if clinic staff were more knowledgeable about available community resources, would they
feel they were providing more complete care. The analysis is based on an evaluation in which
an intervention will occur (Sylvia & Terhaar, 2018). The aim of the project is to determine
the perception of the providers after implementing resource knowledge and resource cards
(Sylvia & Terhaar, 2018).
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Background
Healthcare providers often encourage their patients to begin lifestyle changes in order
to promote better health outcomes. However, Dehaven et al. (2020) pointed out that the
current health care model perpetuates unequal access to care for many individuals, even
though the access of tools to help with these lifestyle changes are available. Individuals who
have no or low coverage insurance, live in vulnerable areas, and low-income minorities could
benefit from access to low-cost and oftentimes free community resources (Dehaven et al.,
2020).
The National Institute of Diabetes and Digestive and Kidney Diseases (NIDDK, 2021)
stressed the importance of supporting patients with resources and referrals. Patients who are
currently unaware of community resources that could provide free fruits and vegetables,
discounted or free gym memberships, and free mammogram programs, could be missing out
on an opportunity to create impactful lifestyle changes needed to improve their overall health.
Cartier et al. (2020) stated that bringing awareness to patients could significantly increase the
likelihood of making beneficial changes.
Health Risks
According to The National Academies of Sciences, Engineering, and Medicine
(NASEM, 2017), not participating in lifestyle changes can lead to chronic conditions, poor
health, and earlier death. Lifestyle changes can help prevent or control issues that cause early
death, such as smoking, physical inactivity, or poor diet (Washington State Department of
Social Health Services, n.d.). The Office of Disease Prevention and Health Promotion
(ODPHP, 2022) discussed how individuals and families who live in poverty and live within
impoverished neighborhoods are at an increased risk for mental illness, higher mortality,
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lower life expectancy, and chronic disease. A lack of resources, community resources, and
opportunities contributed to these issues and is especially prevalent among minorities living
in poverty (ODPHP, 2022).
Socioeconomic Status
Social determinants of health such as economic status or social and community
context can factor into an individual’s health. Those who are in a more stable financial
situation will usually have better health because of healthier food choices and healthcare
options. However, according to Stewart and DeNisco (2019), poverty is the most crucial
determinant of health and social injustices. Those who live in the cycle of poverty have been
noted to have continued health conditions (Stewart & DeNisco, 2019).
Tinson (2020) pointed out that those who live in the lowest poverty level are more
likely to indicate poor health concerns in comparison to those in a higher percentile. Poverty
not only leads to poorer health, but it can then begin to limit the opportunity for stable and
good employment opportunities, which results in less income (Tinson, 2020). In 2020, nearly
28 million individuals did not have any sort of health insurance, making it difficult for them
to not only receive healthcare treatments but also difficulty getting the medicine they need
(Keisler-Starkey & Bunch, 2021).
Lack of health care, the ability to afford medications and treatments, and inability to
purchase healthier food options have been linked to disparities in life expectancy among
different income groups (Khullar & Chokshi, 2018). Khullar and Chokshi (2018) stated that
individuals at the bottom of the income distribution have increased rates of diabetes, stroke,
heart disease, and other chronic conditions. When diseases, such as heart disease and diabetes
are untreated, the risk of premature death increases significantly (ODPHP, 2022).

12
Food Insecurity
According to Feeding America (2017), almost 40 million people in the United States
had inadequate access to food due to factors including poverty. Poverty can also contribute to
long-term health issues, as families will often be forced to choose meals that are low cost,
highly processed, and lack true nutrition (Academy of Nutrition and Dietetics, 2019).
Food insecurity is considered a situation where families and households do not have
access to adequate food due to a lack of money or helpful resources (Gundersen & Ziliak,
2015). In 2018, the United States Department of Agriculture (USDA, 2019) stated that nearly
36% of households that live beneath the poverty level suffered from food insecurity. The
USDA (2019) reports that nearly one out of every seven households with children were
dealing with food insecurity which has a negative impact on health and leads to a greater
incidence of disorders such as asthma (Gundersen & Ziliak, 2015).
Food insecurity is linked to obesity (Dhurandhar, 2016). This could be due to families
choosing foods that are lower cost and higher in calories, out of necessity, yet may not offer
the nutrition that bodies need (Academy of Nutrition and Dietetics, 2019). The American
Diabetes Association (2020) stated that being overweight and not eating healthy can lead to
not only diabetes, but also heart disease, stroke, high blood pressure, and high cholesterol.
Those who suffer from food insecurity may be unable to treat these medical
conditions that could be brought on by unhealthy, poor quality food options, and lack of
exercise. They are likely unable to seek the medical care they need and the medications they
would need to treat such issues. Lack of treatment could lead to worsening conditions and
even premature death (ODPHP, 2022).
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According to Feeding America (2022), almost 70% of individuals were forced to
choose between food and utilities, nearly 67% of individuals had to choose between food and
transportation, while 66% of people had to choose between food and healthcare. Nearly 80%
of individuals find themselves purchasing the more inexpensive food option, which is
generally the unhealthier option (Feeding America, 2022). Since food insecurity oftentimes
leads to obesity, diabetes, heart disease, and other chronic diseases, it is also important to
acknowledge the effects on children (ODPHP, 2022) In children, reducing food insecurity
may lead to a reduction in acute and chronic health care needs (Thomas et al., 2019).
Mental Health
Mental health outcomes are oftentimes poor due to issues such as poverty. The
mental health of people can be molded by the environmental, economic, and social conditions
in which they were born and developed (Knifton & Inglis, 2020). Poverty can intensify
someone’s experience of mental illness (Substance Abuse & Mental Health Services
Administration, [SAMHSA], 2016). SAMHSA (2016) stated that this can lead to diagnosable
mental, emotional, or behavioral disorders, where individuals may not be able to seek
treatment, which may lead to higher health care costs, decreased productivity, and then lead
to poor overall health.
Needs Analysis
Need for Community Resources
According to the ODPHP (2022), community resources, community-based programs,
and education programs were crucial in reaching the 2010 Healthy People objectives. There
are expectations for linking the community to resources that will continue to improve health
and wellness for all individuals, including those who live in poverty, those with chronic
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disease, mental illness, nutritional deficiencies, obesity, physical activity, and long-term
health issues. The Centers for Disease Control and Prevention (CDC, 2011) offered evidence
that through strong intervention strategies and behavior changes, individuals could effectively
prevent or improve long-term health complications.
According to the University of Kansas and the Community Toolbox (2021),
community resources are anything that is used to improve the quality of life, which could be a
person, place, support, or service. There is a breakdown of different types of resources within
a community that could be beneficial to individuals and families. Petrides et al. (2019) stated
that preventative causes of long-term health issues can be averted when primary care
physicians could offer to counsel and recommend different interventions.
The NIDDK (2021) stressed the importance of community resources and referrals to
initiate lifestyle changes for patients with issues such as type 2 diabetes. The article listed
many different types of resources that could potentially be helpful including education
specialists, medical clinics, local YMCAs, community centers, and programs to help cover
the costs of these types of programs (NIDDK, 2021).
Community Health Models for Resources
DeHaven et al. (2020) built a community health science model which integrates
clinical medicine and providers, population health data, and social science principles. They
studied two different programs to see if similar programs have been effective. The studies
were based around the Project Access Dallas (PAD) Program, which demonstrates the goals
of a community health science approach (DeHaven et al., 2020). They used different health
concerns, like diabetes and heart disease, and applied the ideals of utilizing community
resources to help with these issues to help promote lifestyle changes through preventative
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programs. After modeling the PAD Program and adding research studies, they began to form
their own model, which continues to encourage a link between community resources,
patients, and medical providers (DeHaven et al., 2020). The population addressed in this
study are those who may be affected by at least one or potentially more of the social
determinants of health.
The ODPHP (n.d.) described the social determinants of health as conditions such as
unsafe neighborhoods, racism, low income, lack of education, food insecurity, and
environmental pollution, which contribute to health disparities in populations. Those who
suffer from these conditions suffer from chronic medical concerns, live within poverty
guidelines, are minorities, or lack access to health-related services (DeHaven et al., 2020).
DeHaven et al, (2020) suggested that administrative and clinical leaders are devoting more
time to addressing the social needs of their patients. However, there was a lack of
information about why most hospitals and doctors’ offices work as a band-aid, as opposed to
attempting to correct the damage caused by lack of insurance, poverty, or other social
determinants of health (DeHaven et al., 2020). The authors concluded that connecting patients
to community resources could be a game-changer (DeHaven et al., 2020).
DeHaven et al. (2020) provided guidelines for applying a well-received best-practice
model in communities, training doctors in community health science, introducing medical
students to clinical and community-based research, and collaborating with community
partners. A great number of people suffering from chronic conditions are members of
vulnerable populations and the idea of collaborating with community partners is something
that will bridge a gap between patients and resources that could help jumpstart lifestyle
changes (DeHaven et al., 2020).
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Adebayo et al. (2018) performed a systematic review and found that communitybased organizations are crucial for actively addressing health disparities and that the
community-scientific partnership is the best way to do this. The overall finding was that
healthcare partnering with community-based organizations “builds alliances, mediates
relationships, and improves health outcomes” within communities (Adebayo et al., 2018, p.
e481).
The CDC (2016) stated that public health leaders started to prioritize the communityclinical linkage as an appropriate and effective way to control and prevent chronic diseases.
They recommended coordinating prevention through four different areas, and one of these is
through the clinical-community linkage and this is why they created a guide for practitioners
to begin this process (CDC, 2016).
Through the recommendations of creating this type of community-based model, there
have been improved clinical health outcomes. The CDC (2016) stated in their Practitioner’s
Guide about making clinical and community linkages, that there have been documented
improvements in heart disease, blood pressure, cholesterol, prediabetes, diabetes, and asthma.
There have also been improvements in behavior and lifestyle changes in nutrition and healthy
eating, physical activity, management of diabetic behaviors, smoking cessation, and
medication compliance (CDC, 2016).
The recommendations from the CDC (2016) guidelines were to utilize the
“LINKAGE” strategy. Initially, one would learn about the different community resources and
the clinical providers, and then work to identify which stakeholders should initially be
utilized (CDC, 2016). The next step would be working towards negotiating similar goals
between both the community resources and the clinic and knowing how to implement the
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structure of the linkage (CDC, 2016). Next would be to aim and manage the actual linkage
itself, to assist in growing the relationship between the two, with hopes of keeping the linkage
sustainable, and then evaluate the process (CDC, 2016).
The Medical Clinic
Medical providers oftentimes feel frustrated and helpless with patients who do not
make lifestyle changes when they have health and social challenges (Andermann, 2016). Part
of the problem is a lack of knowledge of what resources are available and the problemspecific resources in the local community that can assist their patients (Andermann, 2016).
Current clinical-community linkages can vary depending on the clinic. The clinic where this
project took place did not have any sort of standard for offering community resources to their
patients.
Problem Statement
Individuals who live in poverty often suffer long-term health effects that could be
assisted by healthcare providers promoting lifestyle changes through the use of community
resources. The primary goal of this DNP project was to educate staff about local community
resources and provide resource cards to the patients, in order to promote and encourage
lifestyle changes for those who are at-risk or currently suffering from chronic conditions.
The question answered through this project was “Among (p) staff caring for
outpatients with chronic conditions, does (i) implementation of a community resource card
routine, (c) in comparison to current practice, (o) increase staff’s overall perceptions of
effectiveness with the patient caring experience?”
Aims and Objectives
The overarching aims of this project were to
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1.) Improve knowledge of community resources among patients.
a. Improve the ability to promote lifestyle changes through the use of community
resources.
2.) Assist the staff of a local clinic in learning about what resources are available in order
to better improve the promotion of lifestyle changes of their patients.
a. To improve the knowledge and perception of the staff of what resources are
available that can help patients who are at risk for chronic conditions, or who
currently suffer from chronic conditions make lifestyle changes.
b. To assist the staff in understanding that there are many barriers in the way of
patients making lifestyle changes and that free community resources could
improve the chances of those patients committing to change.
c. To encourage staff to document which patients have received resource cards,
which could begin the process of determining if clients are committing to these
lifestyle changes.
Review of Literature
A literature review was performed with the following primary considerations: (a)
lifestyle changes and community resources and (b) community resources, poverty, and health
care. The databases utilized were CINAHL and PubMed using master headings and mesh
headings. The following key terms were used in CINAHL: lifestyle changes and community
resources, and lifestyle changes and community resources and health with a total of 31
potential sources found through different term combinations. Results were narrowed using
peer-reviewed, academic journals limits, and within the last 10 years, reducing potential
sources to 22 findings.
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The following Mesh key terms were applied in PubMed: community resources
poverty, health care, and community resources with poverty and healthy lifestyle changes,
with 10,199 hits. The same inclusion and exclusion criteria were applied to these articles.
References of the selected papers were also searched and evaluated for application to the
study question. Results were narrowed using limits of five years and adding additional
modifiers to the Mesh terms: lifestyle changes, guidelines community resources, and
numerical data to total 259 hits.
Many of the key findings from the literature review included findings from surveys,
systematic reviews, or guideline suggestions. Some of the significant key findings that were
used to shape the methodology of this project are identified below. The literature review
conducted by Lohr et al. (2018) found that effective relationships between clinical and
community, training, and the role of intervention are crucial. It was found that community
and clinical linkages can assist in connecting community resources and organizations,
medical providers, and public health agencies which can lead to better outcomes through
preventative and chronic care, and social services (Islam et al., 2020). It was also found that
developing a model to connect clinical primary care, community-based researchers, and
community organizations can assist in the social determinants of health (DeHaven et al.,
2020).
Key findings from the literature review supported implementing a clinical-community
linkage. Interventions are found to be more successful when there is networking,
coordinating, cooperating, collaborating, and merging (CDC, 2016). Through literature
review, the effectiveness in addressing patients’ needs and the effectiveness of practice
facilitation through clinical sites improve care, especially if primary care teams continue to
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support these linkages (Islam et al., 2020). There is an improvement in health outcomes when
there is a clinic-based social needs screening and link to community resources (Fiori et al.,
2020).
Other key findings of clinical-community linkages found that the utilization of
community-based organizations can be instrumental in reducing health disparities (Adebayo
et al., 2018). This includes lifestyle modifications, mental health, and physical activities
which can be improved through community resources. Primary care physicians can assist
through assessments and linking patients to these helpful resources (Petrides et al., 2019).
Community-based programs and organizations are an important part of providing care
to patients in many facets of social risks and needs (Cartier et al., 2020). This is prevalent in
the area of mental health needs, as many individuals who suffer from depression also deal
with poverty (Knifton & Inglis, 2020). This can even extend to the emotional well-being of
individuals. One study shows that linking Latino individuals who have limited access to
healthcare and high levels of health disparities were improved by providing interventions and
linking patients to community-based programs (Lohr et al., 2021). Results showed that there
was improvement in overall health, but also emotional well-being, and stress levels (Lohr et
al., 2021).
Theoretical Model
The theory utilized to guide this project is Roger’s Diffusion of Change Theory. This
theory/theorist was chosen because it was developed to understand the effectiveness of
persuasive communications with healthcare staff. The goal of this project is to educate and
persuade the staff into becoming a bridge between healthcare and community resources, in
order to promote lifestyle changes, the steps provided in this process seem to fit this project
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perfectly. The goal is to implement this project into the staffs’ daily practice, and any
feedback provided from the staff through the process will only improve it.
This theory allows for a basic framework of change, while avoiding wasting time and
resources, and allowing those involved to assist in developing new ideas (Ross, 2017). There
are several stages involved in this theory.
In stage one of the theory, one would offer education, the reasons for change, how that
change should happen, and who will be included (Rogers & Shoemaker, 1971; Hawkes &
Hendricks-Jackson, 2017). In stage two one would begin to persuade the employees by
offering them information (Rogers & Shoemaker, 1971; Hawkes & Hendricks-Jackson,
2017). During stage three, the discussion to adopt the proposed change, the beginning of a
trial, and then data analysis would be performed (Rogers & Shoemaker, 1971; Hawkes &
Hendricks-Jackson, 2017). The evolving change becomes more permanent in stage four, and
confirmation of the official adoption of the change happens during stage five (Rogers &
Shoemaker, 1971; Hawkes & Hendricks-Jackson, 2017).
Methodology
The method that was used is the Plan-Do-Study-Act (PDSA) method. Following the
CDC’s Practitioner guide, the Principal Investigator (PI) has already established the key
stakeholders. For plan, the PI tested the changes of implementing resource cards and
improving the knowledge of the staff on local community resources that could benefit
patients with chronic health issues. Before educating the clinic staff and implementation,
participant knowledge of community resources was assessed using a pre-survey.
Implementation included educating the clinic staff on available community resources and

22
providing them with resource cards to pass along to patients. Post-survey results determined
if the staff members found greater satisfaction in patient care and if it was effective.
•

Plan: Testing the knowledge, by pre-survey, of the staff of a specialty clinic
about community resources, offering education and resource cards for staff to
give to patients.

•

Do: Bringing in a non-profit leader to educate the staff and give staff resource
cards. Have staff give out resource cards during health care visits with clinic
patients.

•

Study: Offering post surveys to see if staff found giving out resource cards
potentially effective or beneficial and if it increased staff satisfaction. Also, to
retrieve the number of calls made to the resource center that were
recommended or referred by the medical clinic.

•

Act: Determining if the staff felt like they were providing a higher level of
care and if any modifications to improve the program could be made.

Setting
The specific clinic where this project took place was a nephrology clinic located in
Gadsden, Alabama. The patients seen were clients with chronic conditions. The primary
focus of these patients was those with nephrology needs both chronic and acute.
Population
The population of interest was the staff of the nephrology clinic. The staff consisted
of 15 individuals that include medical doctors, nurse practitioners, front staff, and the office
manager. While the population of interest, or unit of analysis, is the staff of a medical clinic,
this group can be divided into two comparison groups or subgroups.

23
The group before intervention (Group A) and the same group after intervention
(Group B) (Sylvia & Terhaar, 2018). At present, staff may feel they are not providing the
most complete care if patients are not following recommendations and creating lifestyle
changes. They may not have knowledge of the community resources available. Group A will
receive the intervention and be educated about these resources and will be provided with easy
access cards to give patients with information about how to access these resources, which is
the independent variable. After this intervention, then they will be a new subgroup or group
B. The project will determine if Group B has led to staff satisfaction in the care of their
patients by assisting in linking patients to helpful resources, or the dependent variable. This
outcome is measurable.
This approach could lead to redefining relationships between providers, staff, and
patients. Rather than feeling frustration over not following through with recommendations,
staff could assist patients in finding solutions through the utilization of community resources
(Winner, 2017).
Inclusion/Exclusion Criteria for Providers
Inclusion criteria were as follows:
•

all physicians and nurse practitioners.

Exclusion criteria are listed below:
•

any physician or nurse practitioner who does not wish to participate.

Recruitment
The owner and lead physician of the clinic provided a lunch session where all staff
members attended. A local non-profit leader was brought in to provide education about local
resources that are available to the clinic’s patients. A second educational opportunity was
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offered but deemed not necessary. Light refreshments were provided, and educational
materials were distributed to all staff who attended.
Consent
Consent was obtained from all study participants before project intervention
(Appendix C). The PI running this project had no influence over administrative
responsibilities of the clinic staff concerning scheduling, staffing, evaluations, or promotions.
It was conveyed to the staff that clinic management had no influence or participation in this
project. It was underscored that the PI would maintain privacy and confidentiality of all
identifiable collected data.
Quality Improvement Project/Qualitative
The program utilized all of the nurse practitioners within a specialty clinic. The
project began after IRB approval (Appendix E) and started with a meeting with the staff to
explain the project and distribute consent forms (Appendix C). They were then given an
anonymous survey (Appendix A) to determine their current knowledge and practices of
referrals to local community resources that could be beneficial to their patients. The PI then
followed the CDC (2016) strategies of the community-clinical linkage by engaging the “key
stakeholders” and offering an educational lunch session with the staff who consented, with a
local non-profit leader and community educator about what resources were available to the
patients in order to assist with potential better health outcomes. This community educator
also offered resource materials (Appendix D) that could be given to patients, in one easy-touse form, and explanations about how best to use them and make referrals directly on behalf
of their patients.
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The staff then began to hand out these resource cards to patients, initially to those they
believed would benefit from them, and then ultimately to all patients seen, and did so for 8
weeks. One of the non-profit organizations continued their practice of asking every client
who called, where they learned about their services. If the client disclosed they received the
information from the local medical clinic, they kept track of it. The PI checked in with the
local non-profit weekly to determine the number of calls and referrals from the medical clinic.
At the end of the implementation period of 8 weeks, the medical staff were given a second
survey to determine if they felt the resources were helpful and easy to use, and if they would
like to continue to utilize them (Appendix B).
Risks and Benefits
There was minimal potential risk for any staff participating in this project. Any risk
regarding confidentiality and survey responses was mitigated through the security of the
survey results by the PI and assurance that participation would not affect their job status. The
benefits to clinic staff included improving standards of care and improving patient outcomes.
The project adhered to all ethical standards required to protect the staff involved. First
and foremost, this project observed the principles of non-maleficence and beneficence by
acting in the best interest of the participants while minimizing or preventing harm. The
principle of autonomy was respected by honoring participants’ free choice to participate in
the project. The principle of justice was promoted by treating all participants equitably,
regardless of their age, sex, religion, race, medical conditions, or insurance status. Overall,
this project’s core was to help enhance staff and patient knowledge and broaden the
utilization of resources to improve long-term health outcomes.
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Incentive
All staff were offered lunch, snacks, and other supporting handouts during their
educational sessions.
Timeline
The implementation of the project began on February 1, 2022, and was slated to finish
on March 1, 2022, however the implementation period was extended an additional two weeks
to March 15th. The non-profit leader was present at the clinic to provide education to the
staff. Data collection began in February of 2022 and extended until March 29th. The data
analysis took place in March of 2022 for collecting post-surveys and collecting numerical
data from the resource center.
Budget and Resources
The projected cost was $200 to create the resource cards (Appendix D). This was
funded by the non-profit organization/community resource center. However, the budget was
$125 for the office supplies needed, and the survey tool. The non-profit organization
provided $200 to provide lunch for the staff of the Medical Clinic during the initial training,
and snacks for the staff until the completion of the project. A total project cost of $525 was
estimated.
Evaluation Plan
Statistical Considerations
The patients at a specialty clinic were given extensive education about community
resources by providers that could potentially help them better manage their health. One of the
biggest frustrations for providers is taking care of patients who have necessitated hospital
admission due to noncompliance with their home treatment plan. However, it is not
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uncommon for providers and caregivers to not ask why a patient has been non-compliant. It
could be for a variety of reasons. This PI believes by coordinating a link between providers
and community resources, the staff will find it effective and believe that they have provided
better care to their patients.
Prior to the implementation phase of this DNP project, data about community resource
knowledge was collected via a survey tool from clinic staff (Appendix A). After
implementation, data was collected via a post-survey (Appendix B) regarding the staffs’
perceived effectiveness in providing information to their patients. To ensure results are
accurate and usable in addressing the problem, data must be of the highest quality (Sylvia &
Terhaar, 2018). Data must go through a process from initial collection to a form that is usable
in final analysis which includes cleansing and file manipulation (Sylvia & Terhaar, 2018).
The best way to maintain data integrity is to be diligent in maintaining the
information, attempt to avoid human error as much as possible, and work hard to avoid
transfer errors, altering data, or compromising the data (Sylvia & Terhaar, 2012). Errors
common in data collection can be those associated with importing information into statistical
software which includes missing lines and incompleteness and can be eliminated through data
cleansing (Sylvia & Terhaar, 2018). There are also errors associated with manual data entry
such as duplicate cases and missing values (Sylvia & Terhaar, 2018). It will also be
important to do quality checks and validate the conditions of the data collection (Sylvia &
Terhaar, 2012).
The pre-survey (Appendix A) consisted of a combination of questions that require
narrative answers and questions that resulted in dichotomous variables. The post-survey
(Appendix B) questions all resulted in mostly dichotomous variables. To achieve the best
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data analysis, the Statistical Package for the Social Sciences (SPSS) was utilized for the
paired samples t-test.
Data Maintenance and Security
The PI did not have contact with patients or collect patient data. The goal of the
project was to measure staff satisfaction with providing community resource information to
patients that could positively impact their long-term health outcomes. Prior to the project
start, staff was surveyed anonymously regarding their knowledge of and the clinic’s use of
community resources, and if the staff felt this would benefit their patient population
(Appendix A). At the close of the project, staff was once again anonymously surveyed to
gauge if they felt the resources had been effective and if so, should this be a program they
would likely continue.
It was a possibility, however, during the implementation of the project, staff may have
wanted to document in the agency’s electronic medical record (EMR) that community
resource information was given at the conclusion of a visit. While this information could be
important in determining if an intervention actually took place, it is not the purpose of this
project (Sylvia & Terhaar, 2018). The community resource information was given to all
patients with chronic conditions within a clinic, not just specific types. In this type of data
collection, the PI could have been exposed to sensitive patient demographic information. For
that scenario, the PI would first be bound by the Health Insurance Portability and
Accountability Act or HIPAA which permits the use of protected health information (PMI)
under certain circumstances such as research with prior approval from an institutional review
board (Appendix E) (Sylvia & Terhaar, 2018). Any information collected from the staff was
kept on a password-protected computer.
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Any information collected from the Resource Center was also kept confidential. The
staff of the resource center reported the number of calls received during the allotted time that
were referrals or recommendations from the clinic where this project took place. All of their
personal information was maintained by the staff and program managers of the Resource
Center. All information was stored within a locked file cabinet behind a locked door.
Results
Results of Survey Responses
The providers within the clinic were given both pre- and post-tests to evaluate their
knowledge, current practices, expectations, and overall outcomes of the project. There were
six participants within the research project. They were asked six questions for their pre-test.
Some responses were open-ended, while other responses were assigned a value to provide
statistical data through SPSS.
Initially, the frequencies of responses of each question of the pre-test were recorded.
For questions that were traditionally answered as a yes or no questions, values were as
follows: 0 – Yes, 1 – No, 2 – Unsure, 3 – No Answer. For Question 1a (Appendix A), 83.3%
of providers stated they knew nothing about community resources. Most providers stated that
their understanding of the role of resources was the belief they were utilized to assist patients
with needs. Only one provider stated there was a protocol in place to implement community
resource referrals, however, it was through social workers within the dialysis clinic, not
within their clinic specifically.
When asked if they believed that providing referrals would increase their workload,
50% of the providers said they thought it would. Yet, all providers believed that the
implementation of this project would help the clinic provide better quality care.
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Next, the frequencies of the post-test responses were recorded. The same six
participants were asked eight questions with either an open-ended question or a question
where the responses were assigned a value (0 – Yes, 1 – No, 2 – Unsure, 3 – Not Answered)
in order to provide statistical data in SPSS.
All six providers stated in their post-survey that they felt as if their knowledge of
community resources changed, that it did not increase their workload at all, that the referral
process was easy, and the resource cards were easy to use. All providers also stated that
providing the cards helped the clinic to provide better quality care and that the practice should
continue.
To test the hypothesis that the intervention was successful, three of the questions were
analyzed using a paired samples t-test through SPSS, as they examined the same population
within two different points of time, before implementation of the project and after. The same
values were assigned to certain answers: (0 – Yes, 1 – No, 2 – Unsure, 3 – Not Answered).
The first pair of questions compared were the questions about knowledge of
community resources before and after the implementation (pre-test Q.1a and post-test Q,1)
(Table 1). The second pair of questions compared were the questions regarding the belief this
would increase workload before and after implementation (pre-test Q.4 and post-test Q.4)
(Table 1). Finally, the third set of questions compared were the questions regarding the clinic
increasing their ability to provide better quality care through resources (pre-test Q.5 and posttest Q. 6)(Table 1).
A paired-samples two-sided t-test was conducted to determine the knowledge of
community resources of staff before and after education. There was a significant difference
between staff having knowledge of community resources during pre-survey (M=.83,
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SD=.408) to knowledge after implementation of the project (M=0, SD=0); t(5) =5.00, p =
.004 (Table 2). Only one provider stated that they had knowledge of community resources
before the implementation, but all six of the providers felt they had gained knowledge at the
end of the project.
A paired-samples two-sided t-test was also conducted to test the idea if staff believed
implementing the project would increase their workload through a pre- and post-survey. The
was not a significant difference between pre-survey results (M=.816, SD=.67) in comparison
to post-test results (M=1.00, SD=0); t(5) = -1.00, p = .363 (Table 2). There was a belief from
three providers that implementing this project would increase their workload, two believed it
would not, and one was unsure. However, they all agreed that it did not add an increase to
their workload at all after the project was implemented. There was no deviation in responses
in Pair 3 of the pre- and post-test responses.
Attempting to collect data from all of the resources made available was not possible.
So, data was also collected at the local family resource center. This resource center housed 9
of the resources out of the 31 listed on the resource card provided to patients. The local
program directors provided how many calls they received during an eight-week period.
Overall, the clinic handed out 650 resource cards and the program directors of the resource
center reported that 14 referrals were received. The programs that were requested were four
for gym memberships, four for free family counseling, two for food pantries, two for access
to budgeting assistance, and two free mammograms.
Discussion
This project sought to address the importance of connecting clinical providers with
community resources. The main aims were to take one clinic and follow the CDC (2016)
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guidelines for a provider to offer outside resources to patients to see if providers would feel as
if they were providing a better-quality care. Survey data were utilized while measuring the
results of this project.
One of the main significant findings of this project is that all providers who
participated stated in their post-test that they believed that this did increase their sense of
providing quality care to their patients. Another significant finding is that providers who
believed that the addition of adding community resource referrals for their patients could
potentially add to their workload during the pre-test, discovered that the process was simple
and did not add any significant work to their already busy load.
According to the pre-test, the providers overall understood what a community
resource was used for, but the majority did not know what local resources their clients could
be utilizing. However, the post-test revealed that all providers felt they had a better grasp of
what resources their patients could utilize. All providers felt that this intervention was
beneficial to their patients
Another significant finding is that of the 650 resource cards given, 2.1% of those
patients did contact the resource center staff who agreed to report the number of calls they
received on referral from the clinic, and which programs were contacted. Given that the nonprofit resource that collected data made up 29% of the resource card and received 14 calls
within eight weeks, an assumption can be made by assessing which programs were contacted
through the resource center, that food insecurity, financial insecurity, and mental health were
issues that were areas of concern.
The providers did not have significant deviation in their answers from the pre- and
post-test in all of the questions. All believed that distributing the resource cards would be
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beneficial to their patients, and that the referral process, and the resource cards were easy to
use. Overall, all providers who participated felt that this practice of offering resources to their
patients should continue moving forward.
It was reported by the resource center that one of the calls made was from a patient of
the clinic, who was looking for healthy food options at a low-cost and received food from the
food pantry. The client mentioned that the community garden listed on the resource card was
located in an area that the patient could not utilize due to lack of transportation. Because of
this phone call, the resource center immediately began to remedy this problem. Within two
weeks of the phone call, plans were under way to plant a community food garden next to their
offices in partnership with other local organizations with the city’s full support.
The resource center is now partnering with a family medical clinic using the exact
same resource cards. They have also partnered with a clinical residency program at a local
hospital. They will now be officially partnered and considered the residency program’s link
to community health, helping to educate new doctors about the local resources available and
the importance of the clinical-community linkage.
Implications for Clinical Practice
Overall, this project further demonstrates the importance of the community-clinical
linkage. It also shows that even though providers believed that this practice could potentially
increase their workload, that it did not. Offering resource referrals to outside resources as
standard practice could ultimately lead to patients potentially seeing the benefits of long-term
health outcomes. This is especially helpful for those who may struggle with issues such as
poverty, food insecurity, mental health concerns, and may struggle with where to find help
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that is accessible to them. Equipping healthcare providers with these tools to help their
patients could be beneficial.
Implications for Healthcare Policy
This type of intervention could easily be effective for different types of healthcare
clinics. Though most hospitals have social workers who can assist patients with outside
community resources, some clinics may not have the knowledge or access to community
resources that could benefit their patients. The CDC (2016) created a practitioner’s guide to
show clinics how to implement the community-clinical linkage effectively. Though the entire
guideline may not be feasible for all clinics, a scaled-down version, that was presented in this
project, is possible and effective. This type of relationship between clinics, providers, and
local resources could ultimately lead to better healthcare outcomes, and a decrease in
individuals needing emergency care and could lead to more preventative care (ODPHP,
2022).
Implications for Quality/Safety
This project demonstrated that the staff of the clinic felt that implementing the
resource cards improved the quality of care they were providing to their patients. Providers
felt that the resource cards were easy to use and patients did utilize the services, showing that
it is something that could help patients. This type of long-term linkage allows providers the
chance to increase their overall quality of care and increase the safety net of those patients
who need the assistance. This is especially prevalent in those communities that have a large
number of individuals who live beneath the poverty level.
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Implications for Education
There are multiple studies that discuss the importance of community and clinical
linkages. The project does support this idea from the point of view of the provider. It shows
that providers felt it was easy to use and provided a sense of effectiveness and improvement
of quality of care. It also shows that patients will utilize community resources if they are
presented with the information through their healthcare providers.
Other clinics and providers could easily begin this linkage through using the CDC’s
(2016) Practitioner’s Guide. Providers could be working to seek out the local community
resources in their area to find what could benefit their patients and reaching out to these
resources to make that connection. After initial connection, education, and implementation of
connection, providers and/or staff members should learn about and implement the linkage
immediately upon new hire. This will give more patients the opportunity to explore new and
effective ways to address overall health concerns.
Limitations
There are several limitations of this study. The first is the small sample size of
providers within a specialty clinic. Another limitation would be the inability to track how
many phone calls were received throughout the 31 resources that were listed, not giving a
clearer picture of what resources were considered the most helpful. The overall benefit of the
available resources via the resource card is not available to determine.
The time of data collection is also a limitation. The data collected from the resource
center took place within an 8-week period. The long-term outcomes of the patients’ acute or
chronic conditions could not be evaluated during this brief time frame.
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Another limitation was miscommunication. Initially, the providers within the clinic
were asked to give every patient the resource card, offering suggestions for potential
resources for their patients, or making direct referrals if needed. Since many patients may not
tell their provider about their problems within their home, each person receiving the card
would allow them the chance to utilize resources without embarrassment (Mastroianni, 2019).
It was discovered two weeks into implementation that providers were only giving the
resource cards to those patients they believed needed it, and not everyone. Because of this,
the distribution of resources and the collection of data were extended two weeks, to allow all
patients to receive the resources without question.
Finally, the intention of this project was to determine if the staff found it helpful and
beneficial to their patients while feeling as if they are providing better-quality care. There is a
limitation in regard to patients, as this project timeline is simply too short to see how this type
of project effects the overall health of the patients served.
Sustainability
This project is something that could easily be sustained within this specialty clinic.
Through dissemination, it is hoped that other clinics and/or hospitals will see the ease of this
type of project and will aim to add this type of process to their own policies. The CDC
(2016) guidelines state that the clinical-community linkage should start off small with
projects such as this one, focusing on goals that are small, which can lead to growth among
the stakeholders. It is also stated that reaching out to new organizations and beginning the
process of initiation linkage is the logical next step (CDC, 2016).
Providers could bring these guidelines into new clinics, following the “LINKAGE”
model presented by the CDC to help grow the community-clinical linkage (CDC, 2016).
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Providers could offer more insight into the community and the clinical sections, identify more
stakeholders, negotiate similar or new objects, figure out the new ways to implement the
structure, coordinate new linkages, and continue to grow through evaluation (CDC, 2016).
Plans for Future Scholarship
This study does add to already existing data supporting the importance of the clinicalcommunity linkage. However, it would be beneficial to extend the research time to determine
if these patients are receiving long-term health benefits from utilizing outside community
resources. Studies have shown that health will improve for individuals through the use of
community-based programs (ODPHP, 2022). Future studies should continue to evaluate the
effectiveness of assisting healthcare providers to these community-based programs to
determine if there is a prevention of disease, an enhancement in individual’s quality of life,
and an improvement in health overall (ODPHP, 2022).
Conclusion
The ODPHP (2022) believes that community-based programs will be crucial in
assisting individuals with their long-term health outcomes. The CDC (2016) states that
linking together clinical and the community sectors "can improve care and support patients
better than either of these sectors can do alone” (p. 2). The Practitioner’s Guide from the
CDC shows that linking clinics and community resources together is not new and should be
expanded into more communities (CDC, 2016).
This project supports the data that community and clinical linkages can be effective,
even if done on a smaller scale and that even through the limitations, patients did follow
through and utilize the resources provided. The project also supports the ease of starting the
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clinical-community linkage and how providers do feel as if they are providing more effective
and quality care.
The project has also led to the local community resource center in recognizing a gap
in services. It is because of this project that the resource center began building a community
garden in the neighborhood where they are located, which is predominantly individuals and
families significantly beneath the poverty level. Data should be collected for a longer period
of time. Providers should also consider documenting which patients received a direct referral
and have a process of follow-up. This could begin the process of determining long-term
health outcomes.
Overall, this project demonstrates what research already states. There is a need, and it
could be beneficial. Providers could work to expand this type of model into other clinics to
potentially begin long-term changes in local communities. These types of changes could
bring about real change in the lives of patients. It could potentially lead to identifying more
gaps in service within local communities. It could also potentially lead to organizations
starting new programs that could benefit individuals and families that will continue to bridge
the gaps of service.
These local nonprofit organizations, community resources, and clinical providers all
have similar goals of helping individuals and their families. By utilizing the cliniccommunity linkage already laid out by the CDC (2016), lives can be changed for the better.
Those individuals who struggle daily with meeting their basic needs could see a whole new
future of their own health care needs with the linkages, and the hope is that other providers
see this need and rise to the challenge to make it successful.
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Table 1
Paired Samples Statistics
Pairs
Mean
N
SD
SD Error Mean
Pre-Test: Q1A:
0.83
6
0.408
0.167
Do you have knowledge of
community resources?
Post-Test: Q1: Did the
0.00
6
0.00
0.00
project change your
knowledge of community
resources?
Pre-Test: Q4: Do you feel
0.67
6
0.816
0.333
implementing resource
referrals will increase your
workload in any way?
Post-Test: Q4: Did
1.00
6
0.00
0.00
offering community
resource increase your
workload in anyway?
Pre-Test: Q5: Do you
0.00
6
0.00
0.00
think offering community
resources to patients help
the clinic provider provide
better quality care?
Post-Test: Q6: Do you feel
0.00
6
0.00
0.00
offering community
resources helped the clinic
provide better quality care?
Note. The correlation and t cannot be computed because the standard error of the difference is 0.
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Table 2
Paired Samples 2 T-Test
Pairings
M
Pair 1: Pre-test Q1.A: Do you have
Knowledge of community Resources?
Post-test Q4: Did the project change .833
Your knowledge of community
Resources.
Pair 2: Pre-test Q4: Do you feel that
Implementing resource referral will
increase your workload?
-.333
Post-test Q4: Did offering
community
Resources increase your workload?

Paired Differences
SD St. Error mean

t

P(2-sided) df

.408

.167

5.000

.004

5

.816

.333

-1.000

.363

5
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Appendix A
Staff Pre-Survey

1.) (a.) Do you have knowledge of current resources and (b.) what is your understanding
of the role and/or knowledge of community resources?

2.) How are community resources currently working/being utilized in the clinic?

3.) How does the patient referral process to community resources currently work?

4.) Do you feel that having more knowledge about community resources and
implementing resource referral would increase your workload in any way?

5.) Do you think offering community resources to patients can help the clinic provide
more quality care?
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Appendix B
Staff Post-Survey

1.) Part of this project was to learn about community resources that patients need to be
healthy. Do you feel as if this project has changed your knowledge of community
resources?

2.) How do you feel offering community resources worked within the clinic?

3.) Do you feel the patient referral process is easy to do?

4.) Did offering community resources in your clinic increase your workload in any way?

5.) Did you find the resource cards easy to use?

6.) Do you feel offering community resources helped the clinic provide better quality
care?

7.) Do you believe the clinic should continue this current practice of offering community
resources to patients?

8.) Is there anything else you would like to share about implementing community
resources at your clinic?
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Appendix C
Participant Consent Form
TITLE OF STUDY: Linking Patients with Chronic Conditions to Community Resources:
Perceptions from Staff of Effectiveness
Principal Investigator: David B. Clapp, MSN, FNP-C
This consent form is part of an informed consent process for a DNP student project, and it will
provide information that will help you decide whether you wish to volunteer for this project. This
consent form will help you to understand the reasoning for this project and what you can expect
as a potential volunteer.
Please feel free to ask any questions you may have. If after all of your questions have been
answered, you feel as if you do not wish to participate, you are not required to do so and there
will be no punishment from the clinic’s administration.
Why is this project being done? This project aims to educate the staff of the clinic about local
community resources and provide staff with easy access resource cards. The goal is to link
patients to these resources that could potentially lead to lifestyle changes that could promote and
lead to better overall health outcomes. Patients oftentimes face barriers to making true lifestyle
changes, the question asked by the PI, does this staff find offering community resources effective
and does it increase patient satisfaction.
What will you be asked to do if you take part in this research project? The PI will survey
each participant about their current knowledge of local community resources and what their
current practices are about making referrals to these resources. A local community leader who is
well versed in resources that are available to the patients will come and educate the staff and offer
easy-to-use resource cards and how best to use them. For one month, the PI will ask staff to offer
these resources to patients, and document that they were handed out. After this month-long
implementation, a follow-up survey will be offered to all participants about their experience.
What are the risks or discomforts you might experience if you take part in this project?
There is no expected harm through this project implementation. There will be no punishment for
those who do not choose to participate as it is all voluntary. There will also be no compensation
to participants. This project will not cost participants or the clinic anything.
How will information about you be kept private or confidential? All efforts will be made to
keep your personal information in your research record confidential. All surveys will be
anonymous. You can feel safe expressing honest opinions. However, your answers may be used
for a scholarly DNP Project Presentation, as well as lead to future research. If you decide at a
later time to not participate, please feel free to let the PI know. You may leave the project at any
time and may do so without penalty.
Who can you call if you have any questions? If you have any questions about taking part in
this project you can call the principal investigator: David B. Clapp, MSN, FNP-C at 256-6224537 or email jsu9953k@stu.jsu.edu
X_____________________________________
Participants Signature
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Appendix D
Resource Card

Appendix F: IRB Approval Letter
Appendix E
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Appendix E
IRB Approval

